INTRODUCTION
Glucagonomas are rare, constituting only about 6% of all islet cell tumors l' 2. The incidence of islet cell tumors associated with pancreatitis is apparently much lower than that of pancreatic exocrine tumors3-5, only 13 patients currently being identified in the literature6-16. Although aware of another patient with a glucagonoma associated with chronic pancre atitis17, we currently find no report of such an association in the literature. Because of its rarity and its possbile implications, the observations of a pancreatic glucagonoma association with acute and chronic pancreatitis with Her skin and tongue were normal.
CT scan and plain roentgenograms, showed pancreatic calcification, but no tumor in the head of the pancreas (Fig. 1 ). ERCP revealed a pancreatic duct which was dilated throughout its entire course ( Fig. 2 ), no obstruction of the duct being detected. Longitudinal pancreaticojejunostomy was elected for interruption of her pancreatic pain.
At laparotomy, February 4, 1992, the pancreatic duct (1.0-1.3 cm diameter) was incised longitudinally in the body and head of the gland. The gland was atrophic, firm, and typical of advanced chronic pan- reported a tumor in the tail of the pancreas, but a pseudocyst developed in the head. In the current case, the pancreatic duct was not obstructed by the tumor; the duct was dilated and filled with calculi both upstream and downstream from the tumor.
Allison and associates described the finding of calcific pancreatitis in an alcoholic patient with a malignant islet cell tumor which secreted gastrin, ACTH and apparently human chorionic gonadotrophin. Perhaps our patient had chronic idiopathic pancreatitis, by chance associated with a glucagonoma, but a cause and effect relationship remains an intriguing possibility.
The rarity of acinar cell carcinomas and their cellular appearance have previously caused them to be erroneously diagnosed as islet cell tumors-the reverse of the currrent events.
